Introduction
In England and Wales and other developed countries the age group of people over 80 is growing more rapidly than any other. Recent increases in the number of very old people have been greater than predicted because of falls in mortality rates at advanced ages. ' The substantial increase in the number of very old people that took place during the past decade, and the 46% increase in the size of the age group over 85 that is projected for this decade, make an appropriate response in the provision of health, social, and other services essential.
A previous paper showed that between 1976 and 1981 the provision of part III accommodation for the old had fallen in real terms by 7%, equivalent to some 9000 places.2 This paper attracted a variety of responses, from those who supported our conclusions to those who agreed that more resources were necessary but thought that part III was not the most suitable type of institutional care for the very old and frail' and those, including the Association of Directors of Social Services, who welcomed the finding that provision of part III had fallen in real terms and argued for a continuing emphasis on non-residential services. 4 We know now that in recent years huge increases in the provision of private residential and nursing homes have more than matched the decline in the number of statutory places. Residential accommodation
In table II the previous analysis of the rate of provision of residential accommodation for the elderly has been extended up until 1984. The number of places supported by local authorities has continued to decline in real terms (by a further 10500 places in the past five years)-that is, the number ofplaces available has not kept up with the growth in the number of very old people and has fallen in absolute terms as well. Though there has been a substantial decline in the number ofresidents in private and voluntary homes supported by local authorities, there has been a dramatic increase in the total number of places in the private sector, particularly in the past three years. This reflects the increasing use during the early 1980s of supplementary benefits to pay for private residential care.
Under the terms of the Supplementary Benefit (Requirements) Regula- Recently it has been suggested that the potential role of sheltered housing as a solution to the problems experienced by some elderly people may have been overemphasised and that other alternatives, principally adaptations to the home, should be made more available so that elderly people can "stay put" rather than move. 16 Although several such schemes have been instituted, partly experimentally, the scope nationally for adapting an old person's home to meet the needs of that person is undoubtedly declining, as local authorities have carried out fewer adaptations to dwellings. The provision of improvement grants has also plummeted, and in 1981 40 local authorities had stopped making improvement grants altogether. 16 Substantial reductions in the building of one bedroom local authority dwellings not specifically designed for the elderly have also made it harder to obtain rehousing for those old people whose principal problem is substandard accommodation.
tions of 1980 it became clear that individuals would be able to use the supplementary benefit system to fund private care through board and lodging payments. Local Department of Health and Social Security offices were empowered to set limits on the amount payable through these allowances with various extra allowances for those with special needs, including the elderly. In November 1983 a new system was introduced whereby locally determined maximum limits were set for ordinary board and lodging, residential care homes, and nursing homes. These revised limits were set at a rate that reflected the highest reasonable charge for suitable accommodation in the area; a further set allowance, as well as attendance allowance, could be paid for those with special care needs.
It has been suggested that publicity surrounding the introduction of these changes in 1983 encouraged some proprietors of residential homes to increase their charges up to the local limit and also encouraged more elderly people and their relatives to look to the supplementary benefit system to pay for private residential care. In addition, local authorities, facing restrictions on spending, used the opportunity to stop "sponsorship" of those entering private or voluntary residential care and, more recently, to withdraw sponsorship of existing local authority supported residents, which in some cases entailed the withdrawal of social work support and the loss of "residency" rights. '" By 1985 at least a third of residents in private sector homes were dependent on supplementary benefits, and between 1982 and 1984 DHSS expenditure in this area on the elderly and other groups rose from 7 MARCH 1987 629 approximately £39m to nearly £200m.'7 The escalating costs of providing this support led the government in September 1984 to announce a freeze on supplementary benefit payments at existing levels to all people who were living in board and lodging accommodation and to introduce a new system in April 1985, when a national limit on the amount ofmoney that could be paid was set. Attendance allowance was also to be treated in a different way and to be included as income so that old people in residential care would not receive it in addition to the full board and lodging allowance. These restrictions have led to what the National Council for Voluntary Organisations describes as a crisis because charges in many cases exceed the new limit. "7 The council cites an investigation carried out by Lewisham and North Southwark Health Authority that showed that at the end of July 1985 59 elderly patients who would previously have been discharged to private nursing homes or residential care homes had been kept in hospital because they could not afford to pay the difference between the charges and the amount available through supplementary benefit.
Much of the demand for private care in recent years has been stimulated not just by the availability of supplementary benefit funds but undoubtedly also by more restricted access to places in local authority homes or places in other homes that are paid for by local authorities. In effect this represents a form of privatisation made possible by central government funding. Approaches such as those made recently by some local authorities towards the sale of council residential homes, complete with residents, to the private sector are perhaps the logical next step in this process.
This shift from the public to the private sector may be welcomed by some on the grounds that it allows greater personal choice. Others may regard it as a shift that permits commercial exploitation of the elderly and allows private profit to be made from public funds. These views clearly depend on personal beliefs that are probably irreconcilable. There is perhaps room for consensus, however, on the need for such changes to be debated and evaluated rather than introduced in an apparently haphazard manner. In particular, the planning of public and private services must be integrated locally. Ideally this integration should include the adoption of common criteria for admission to residential care. 18 
Discussion
Between 1976 and 1984 the provision of day care places and of sheltered housing units increased faster than the number of old people over 65 and over 75. The rate at which new sheltered housing units were being added to the housing stock, however, fell. Domiciliary services barely managed to keep up with the increase in the number of very old people, and in some cases, such as the provision of meals, there was a widening gap between the level of service provision and the number of potential clients. During the same period the number of local authority supported part III places continued to fall in real terms. This was partly offset in the early 1980s by a dramatic rise in the number of places in private residential homes. The number ofgeriatric beds available remained roughly constant from 1976 to 1984, with the result that the number of beds per 1000 population fell; discharge rates have continued to increase, however, reflecting further reductions in the mean length of hospital stays. The number of beds in mental hospitals has continued to fall.
The government's policy has been to emphasise community care, which in this paper has been interpreted to mean domiciliary services and day care rather than institutional care. Ironically, the chief growth area seems to have been in private institutional care. The number of places in private homes for the elderly increased by over 10000 between 1984 and 1985 alone. Other services have generally failed to keep up with the increase in the number of old people, let alone expand to make up for the reduction in the number of places in, for example, mental hospitals or to reduce the gap between recommended levels of service and actual levels of provision.
In 1985 health and personal social services expenditure per person in the age group 75 and over was estimated to be £1340 compared with £530 a head for those aged 65-74 and £305 a head for the population as a whole. This current expansion in the number of very old people must inevitably entail more expenditure on services for them unless the already inadequate standards are to fall further.
In the spring of 1986 the government estimated that the increased needs arising from the growing number of old people could be met by a mere increase of 1% in real terms in expenditure on hospital and community health services in 1986-7, followed by a 09% increase in 1987-8 and a 0O8% increase in 1988-9. The grant for local authorities in 1986-7 was set at the same level as for 1985-6.'9 In November 1986 a welcome relaxation of these financial targets was announced, but it is still unlikely that local authorities in particular will be able to expand services to keep up with the increases in the number of very old people, let alone improve levels of provision. The increases in the number of old people who live in poverty which are likely to follow proposed changes in social security provision will exacerbate the situation.
Ifcommunity care is to be made a reality it requires not only more money but also greater cooperation among agencies and more thought about what this concept means and what kind of services are necessary in addition to the existing standard ones. There have been some welcome developments such as "personalised" and flexible schemes like the Kent Community Care programme20; the various domiciliary personal care schemes introduced by some local authorities as an extension of the traditional home help service2"; and the enchanced home support schemes being developed and evaluated by Age Concern. 22 Any strategy for care for the elderly must have a residential element, although the best mix of residential homes, nursing homes, and special sheltered housing with substantial domiciliary care may need further investigation. Furthermore, planning for such services must recognise that the cuts that occur in one sector increase pressure on others. A system whereby access to residential care, and so the demands made on other services, can be altered almost at a stroke by changes in the regulations that relate to supplementary benefits seems far from the ideal. The BMA has described the current system of care for the frail elderly as fragmentary and pitifully inadequate.23 -Action is needed urgently to remedy this.
